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(Hospital) heteby affieen & accept following:
1) that wo rdther are presantly noe will in fulure svail of financial assistance from another NGO or any other source, for the same patienlcase, as we are

requesting 1o get from Koshika Foundation. 10 the extent that such assistance is granted by Koshika If the requested assistance is not granted
by Koshika Foundation, in pavt or in full, then the Hospital reserves Ifs right 1o make up the shontfall from another NGO or any other source. This
confirmation essentiaty states thal the Mospital will not availl any duplicats assistance for the same patient/case from any other NGO or any other source.
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patient, is based on e amangement between the patent & the Hospial, and is in no way nfluenced by Koshika Foundation. Hence, e Hospital wil
assume solo & complote responsitility of the Yreatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the maltec.
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